
Attachment 4.19-B 

Other Laboratory and X-ray Services 
Methods and Standards for Establishing Payment Rates 

. 

' I  

Laboratory and x-ray services are reimbursed on the basis  of reasonable fees as 

related to Medicaid customary charges except no fee is reimbursed i n  excess of a 

range maximum The range of charges provides the base for canputationof range
maximums. 

Reimbursement for physician-referred laboratory services performed by an 

independent laboratory shall bemade directly t o  the  laboratory. 




KANSAS MEDICRID STATE PLAN 


Attachment 4.19B 


Methods and Standardsfor Establishing Papent Rates
?Q 

#4a Skilled Nursing Facility Services for 
Individuals 21 Years of Age or Older 

See Attachment 4.19-D 
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Attachment 4.19-B 
#4.b. 


Methodsand Standards for Establishing Payment Rates 

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 

EPSDT screensare reimbursed on the basis of reasonable feesasrelated t o  
Medicaidcustomary charges except no fee is reimbursed i n  excess of a Statewide 
m a x i m u m .  Provider representatives and t h e  EPSDT AdvisoryCommittee are 
consulted i n  reviewing the maximum rate. 

Agency staff will i n d i v i d u a l l y  review claims for medicallynecessary services 
not normally coveredunder the plan when these services are provided t o  an EPSDT 
participant. Staff will consult with agencymedical experts and compare the 
service t o  comparable services and determine a price based on expert advice 
and rates for similarservices. 

:,.- * . 
TN#MS-92-24 Approval Date!' i'i e f f e c t i v e  Dad supersedes unnumbered 

1 



#4c Family Planning Services 


Payment to health departments�or family planning services
are based on fee 
m a x i m u m s  determined by the Department. 

See Attachment 4.19B#5 for physician's services. 
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Methods and Standards for Establishing Payment Rates 

#5 Physician'sServices ' 

Physician's services are ,reimbursed on the basis  of reasonable fees as related 
t o  Medicaid customary charges,except no f e e  is  reimbursed i n  excess of a 
range maximum.The range of chargesprovides t h e  base forcanputation of 
range maximums. 

payment forphysicianextenderservicesare Limited t o  a maximum of 75% of t he  
maximum reimbursement to  the bi l l ing physician.  

Reimbursement for physician-ref erred laboratory services performed by aninde­
pendentlaboratory or outpatienthospital department, shal lbe made d i rec t ly  
t o  t h e  independent laboratory or outpatient hospital department. 

. 

2676M 
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Physicians' Services 

Obstetrical Practitioner Services 


Methods and Standards of Established PaymentRates 


Explanation of Method and Standards of 
Established Fee for Service Payment Rates 

This report is based on information collected by the fiscal agent from SFY1995paid 
claims for the period of the fiscal year (July 1, 1994 - June 30,1995). For this report, 
fiscal year data isused to provide an average payment rateper procedure code for 
SFY '95, the second previous year. Regardless of current maximum reimbursement 
rates, providers areinstructed to bill their usualand customary charge. 

Procedure Code: This reflects the CPT code for a specificmedical procedure. 

Procedure Description: This reflects the CPT nomenclature for the specified procedure 
code. Due to availability of space, the description may be shortened or abbreviations 
utilized. 

Current Rate: This reflects the maximum rate currently reimbursedby the Kansas 
Medicaid programfor the specified procedure code. Rates do not vary by geographic 
location of provider. . 

I 

TN#MS-97-06 Approval Date MAY 1 4 e f f e c t i v e  Date supersedes  TN#MS-96-04 
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Obstetrical Practitioner Services 


Methods and Standards of Established Payment Rates 


Explanation of Method and Standardsof 

Established HMO Payment Rates 


HMO rates were established using the fee for service rates for obstetrical services in calendar 
year 1995 which is then inflated to the present time. The first HMO for Medicaid started on 
12/1/95. 

Due to the methodology used to establishHMO rates, there should be no direct affect due to 
the rate setting methodology upon Obstetrical access. 
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TEST 

INTRAUTERINE 

59320oooO CERCLAGE 

KANSAS MEDICAID STATE PLAN 

Physicians' Services 
Obstetrical Practitioner Services 

PROCEDURE 
CODE PROCEDURE DESCRIPTION 

5g(mwOo AMINOCENTESIS ,ANY METHOD 
f 

5go12oooo CORDOCENTESIS ( METHOD ) , ANY 

5g~2~oooo FETALSTRESS CONTRACTION 

-4.10-6 

obstetricalpractitionerservices 

Page -ZC, 

AVERAGE MAXIMUM 7 


PAYMENT RATE 

AMOUNT 


AS OF 711195 
$79.51, 

5150.00 

$60.00 

5go5000oo 	 INITIATION AND/OR SUPERVISION OR INTERNAL FETAL MONITORING DURINGLABOR Non Cover 
BY CONSULTANTw i t h  REPORT (SEPARATE PROCEDURE); SUPERVISIONd INTERPRETATION 

5g0510000 	 INITIATIONAND/ORSUPERVISION OR INTERNALFETALMONITORINGDURINGLABOR Non Covere 
BY CONSULTANTWITH REPORT (SEPARATE PROCEDURE); INTERPRETATION ONLY 

5g1200000 	 SURGICALTREATMENT OF ECTOPICPREGNANCY:TUBAL OR OVARIAN. $551.11 
REQUIRING SCALPINGECTOMY AND/OR OOPHORECTOMY 

91300000 ABDOMINALPREGNANCY $484.66 

59136oooO INTERSTITIAL. UTERINEPREGNANCY WITH PARTIALRESECTION OF UTERUS $550.20 
-
591400000 c e r v i c a l  WITH EVACUATION $300.00 

55 
AND/OR OOPHORECTOMY 

591600000 CURETTAGE, POSTPARTUM $204.19 

592OOoooO INSERTION OF CERVICAL DILATOR $40.46 

593000000 EPISIOTOMYOR VAGINAL REPAIR ONLY. BY OTHER THAN ATENDING PHYSICIAN $117.14 

PREGNANCY: OF CERVIX. 5156.96VAGINAL DURING 

93250000 A D O M l W  $241.28 

i 
Note: when ayerage paymentamounts are higher than current rates,it kdue b(ha encounter rate payment methodology for Rural Health Clinks 

and FederallyQualifiedHealthCenters. these m e nreceiveallinclusive cost-based reimbursement 
ratesdonotvarybygeographicarea 

TN# MS-97-06 App Date MAY 1 4 1931 Eff Date '9'' Supercedes MS-96-04 



AMOUNT DESCRIPTION  

Physicians'  

CEPHALIC VERSION,  

INDUCED  INTRA-AMNIOTIC  

WITH HYSEREOTOMY 

TOCOLYSIS  WITHOUT  

INTRA-AMNIOTIC  

KANSAS MEDICAID STATE PLAN 
attachment 4.19 - B 

Services obstetricalpractitionerservices 

Obstetrical PractitionerServices page a 
maximum AMRAGE 

PROCEDURE PAYMENT RATE 
PROCEDURE CODE 

AS OF 7/1/95
593500000 HYSTERORRHAPHYOF RUPTUREDUTERUS $313.02 

~ ~ ~ O Q O O O O 	VAGINALDELIVERYONLY (WITH ORWITHOUTEPISIOTOMY,FORCEPSORBREECH $734.08 $666.02 
DELIVERY)(SEPARATE PROCEDURE) 

~5g4jooooo VAGINALDELIVERYONLY (WITH OR WITHOUTEPISIOTOMY,FORCEPS OR BREECH $808.11 $690.19 

5g4120000 

jg4140000 

5g4250000 

'5g4260o00 

5g4301)ooo 

595140000 

5g5150000 

5g5250000 

59812WW 

98210000 

598410tWO 

DELIVERY) INCLUDINGPOSTPARTUM CARE (SEPARATE PROCEDURE) 

EXTERNAL Non-CoveredOR WITHNon-Covered 

DELIVERYOFPLACENTAFOLLOWINGDEL'RYOUTSIDEOFHOSP 

ANTEPARTUM CARE ONLY; 4-6 VISITS(SEPARATEPROCEDURE)$192.00 

ANTEPARTUM CARE ONLY; 7 ORMOREVISITS(SEPARATEPROCEDURE) 

POSTPARTUMCARE ONLY(SEPARATEPROCEDURE) 

CESAREAN ONLYDELIVERY 

CESAREAN d e l i v e r y  ONLYINCLUDINGPOSTPARTUMCARE 

HYSTERECTOMY CESAREAN d e l i v e r yAFTER 

TREATMENT OF SPONTANEOUSABORTION.ANYTRIMESTER, 
COMPLETED SURGICALLY 

TREATMENT OF MISSED ABORTION, COMPLETESURGICALLY 
SECONDTRIMESTER 

INDUCEDABORTION BY d i l a t i o n  AND EVACUATION 

$50.00 $50.00 

$131.35 

$254.85 $425.00 

f73.58 $75.00 

$673.97 $916.91 

$1,130.90 $940.91 

$250.00 $250.00 

$250.57' 

$255.87 

5259.59 

5346.08­

$350.00 

BY5985OWOO ABORTION. ONE OR MORE INJECTIONS 

5 9 8 5 1 ~  with DILATIONAND CURETTAGEa n d / o r  EVACUATION 

5985imW $350.00 INJECTION) (FAILED 

1 


N e .  H m e n . M R ~ ~ t u n O u r t r . l a ~ m M W ~ n t c r . Y b d ~ ( o ~ ~ n ~ ~ m a t h o d o k g y f o r R w r l H ~ ~
andfederallyqualifiedhealthcenters theseprovidersreceiveallinclusivecostbasedreimbursement 
ratesdonotvarybygeographicarea 

TN# MS-97-06App Date MAY 139;1 Eff Date APR 1 supersedes MS-96-04 


